A Call to Action After a Patient Fall by Bungum, Lisa D
Augsburg University
Idun
Theses and Graduate Projects
Summer 6-20-2011
A Call to Action After a Patient Fall
Lisa D. Bungum
Augsburg College
Follow this and additional works at: https://idun.augsburg.edu/etd
Part of the Nursing Commons
This Open Access Thesis is brought to you for free and open access by Idun. It has been accepted for inclusion in Theses and Graduate Projects by an
authorized administrator of Idun. For more information, please contact bloomber@augsburg.edu.
Recommended Citation




MinneaPolie, MN 56454 iRunning head: ACTION AFTER A PATIENT FALL
A Call to Action After a Patient Fall
Lisa D. Bungum
Submitted in partial fulfillment of the
Requirement for the degree of






Master of Arts in Nursing Program
Thesis or Graduate Project Approval Form
This is to certifu that Lisa Bungum has successfully defended her Graduate Project
entitled "A Call to Action After a Patient Fall" and fulfilled the requirements for the
Master of Arts in Nursing degree.





)^J f R.,'I Date I' l*rn f nr
l
Reader2: MLW*-*--*-- Date L*)3*Jof (J-"
ACTION AFTER A PATIENT FALL ll
Abstract
Fall prevention has always been a quality and safety initiative within hospitals. The
purpose of this project is to define, develop, and implement an interdisciplinary huddle
following a patient fall event so patient specific modifications to the plan of care can be
initiated. The huddle will occur soon after the fall event to facilitate collaboration
between all the patient's healthcare providers. The number of patients who repeat falls
during a single hospitalization is significant and well documented in professional
literafure. A patient's risk for a repeat fall will be minimized by assessing and modifying
interventions to reduce risk through an interdisciplinary huddle approach by the
healthcare team; the use of a post-fall assessment tool will be implemented. Fall
prevention strategies require interdisciplinary collaboration initiated by the authentic
nurse leader to define new processes to promote safety for hospitalized patients. Fall
risk factors and nursing interventions identified in professional literature are included in
the discussion. Jean Watson's Theory of Human Caring provides support for the project
by inspiring nurses to be caring, vigilant guardians keeping patients safe from harm.
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Chapter One: Introduction
Research has been conducted for decades on the risk, prevention, and
management of patient falls in the hospital setting. Emphasis on patient safety
interventions and risk-for-injury awareness has often been the sole responsibility of the
bedside nurse. A paradigm shift toward promotion of a culture of safety in hospitals will
demand an interdisciplinary approach to keeping patients safe from harm. Lancaster et al.
(2007) identified the leading cause of death from injury for hospitalized adults 65 years
and older is related to falls. Nursing will be integral in facilitating the collaborative
multidisciplinary approach to patient safety initiatives like fall prevention in hospitals.
The purpose of this project is to implement a collaborative interdisciplinary huddle in
response to an individual patient's fall event with intent to immediately modify the
patient's plan of care.
Little attention to comprehensive post-fall assessment is given in current fall
prevention standards or research. The majority of fall prevention literature is based upon
pre-fall assessment tools, medications, cognition status, and pre-disposed medical
conditions. An organizational design approach is warranted and would include specific
fall related questions, risk for illness assessment, and physical examination (Gray-Miceli,
Johnson, & Strumpf, 2005). A comprehensive post-fall assessment tool utilizing an
interdisciplinary team to accurately plan post-fall interventions to keep patients safe from
a second fall event is needed. Using the immediate post-fall huddle approach would
benefit the patient by assuring his or her current and future health and safety needs are
met while hospitalized. "The Organizational Huddle methodology is based on the
concept of an ensemble. An ensemble is a unit or group of complementary parts
1
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contributing to a single effect, with a single goal composed of individuals playing
different parts" (Cooper & Meara,2002, p. 13). Members of this interdisciplinary
huddle would include a nurse, charge nurse, pharmacist, physical therapist, mid-level
practitioners, physicians, and the patient. Current research supports the inclusion of
patient perspectives and attitudes about falls. According to a recent study on patient
perception of fall risk, "older people often have an overly positive perception of their
state of health in general and their risk of falls in particular" (Hughes et al., 2008, p. 35 I ).
Together this collaborative huddle would assess, create, and communicate an updated
plan of care to assure all efforts are made to create a safe environment for the patient.
Significance of the Project
Fall prevention has always been a quality and safety issue for hospitals. The
Joint Commission, Centers for Medicare and Medicaid Services, and the American
Nurses Association Magnet Recognition Program all emphasize standards and initiatives
focusing on fall prevention. Adverse event reporting is mandated by each state's
department of health with the intention of improving the initiatives and interventions used
to keep patients safe in the hospital setting.
Falls are one of the most common preventable adverse patient events in a hospital
setting and are most common among elderly patients. Falls contribute to physical and
functional impairment, prolonged hospital stays, and increased cost for hospitals (Oliver,
2007). Though the majority of falls are experienced by elderly patients, reported fall
events occur across the age continuum. lnpatients receiving sedation, pain medication,
and sleeping agents are likely to experience cognitive impairment, putting them at risk for
inlury from fall. Patients share both intrinsic and extrinsic factors that expose them to
2
ACTIOI{ AF'TER A PATIENT FALL 3
risk of a fall and/or injury from a fall. Studies have shown that interdisciplinary training
is an effective method in creating more effective safety outcome for our patients"
Successful implementation of safety initiatives, like the post-fall huddle, requires each
discipline to assemble together in an effort to share and distribute knowledge to create a
new process (Miller, Riley, Davis, & Hansen,, 2008).
Significance to Society
Healthcare consumers expect a safe patient care experience while hospitalized.
"Hospitalization increases fall risk because of the unfamiliar environment, illnesses, and
treatments. Injuries from a fall increase hospital costs and lengths of stay" (Dykes et al.,
2010, p. 1912). Activation of a post-fall huddle will promote a standardized approach to
quality and safety by creating a modified plan in the individual patient's care. This
assessment and intervention plan is necessary to further create a safe environment for the
patient thus reducing risk of injury from an additional fall. Keeping patients safe while
hospitalized is the ultimate goal of all healthcare providers. Patients and families demand
safety initiatives are in place and will often watch and share observations with the
healthcare team if they have concerns. Patients and families anticipate teamwork among
the interdisciplinary team while they are hospitalized. Using this collaborative team to
modify the patient's plan of care after a fall event will demonstrate teamwork and
collaboration to the patient. It will be important to involve patients and families in this
interdisciplinary team to further demonstrate the commitment to safety for patients.
Contribution to Nursing Knowledge
Nurses are the primary caregivers for patients in the inpatient hospital setting.
Fall prevention assessment is part of a nurse's daily patient assessment. Educating
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patients and family members about specific interventions used to reduce the risk of
falling is a nurse's responsibility. In sonre hospitals, these actions are built into the
standard of care or are required as part of patient documentation. Realizing patient
safety requires collaborative vigilance to further strengthen the adherence to standards of
care within a hospital setting. Designing a plan identifying necessary team members,
their specific role, and patient interventions will define a clear plan of care for a patient
after a fall. Often, post -fall intervention plans are basic and limited to the nurse's
discretion only. Demanding an interdisciplinary approach is a key component in the
creation of post fall interventions. According to the Agency for Healthcare Research and
Quality (AHRQ, the definition of safety culture explains this collaborative approach:
The safety culture of an organization is the product of individual and group
values, attirudes, perceptions, competencies, and patterns of behavior that
determine the commitment to, and the style and proficiency of an organization's
health and safety management (Sammer, Lykens, Singh, Mains, & Lackan, p.
145,2010).
Creating and designing a post-fall huddle team to prompt a modification in the plan of
care will further enhance the team approach to enhance safety management for all
hospitalized patients.
Health Bias
The assumption that fall prevention initiatives should be focused on only the
elderly population in hospitals is an area to further explore. Fall risk assessment tools
like the Hendrich II Fall Risk Model use eight independent risk factors to assess risk.
confusion, depression, altered eliminatton,, dtzziness, male sex, administration of
4
ACTION AFTER A PATIENT FALL
antiepileptic and/or benzodiazepines, and poor performance for the "Get-Up-and-Go"
test. The Get-Up-and-Go test assesses the patient's ability to rise from a seated position.
This fall risk model only identifies the intrinsic factors that may contribute to a fall event
(Hendrich,200l). Extrinsic factors include environmental hazards such as cluttered
rooms and hallways, slippery floors, and unsecured fumiture. Increasing the use of
nursing clinical judgment to assess each patient individually for fall risk and risk for
injury will benefit patients by keeping them safe while hospitahzed. Expanding the
nurse's awareness of the wide variety of conditions increasing a patient's risk for injury
due to fall is an additional assessment tool that will further identify patients at risk.
Theoretical Perspective
According to Mayo Relationship-Based Nursing Care Model, the nurse uses
evidence-based practice outcomes to guide nursing practice. Components of the Mayo
Nursing Care Model include transformational leader, caring healer, pivotal
communicator, teacher, navigator, vigilant guardian, and problem solver. Components
also grounding this theory are a professional practice environment, the concept of
continuity of care, and registered nurse (RN) accountability (Mayo Clinic Department of
Nursing,200l). Jean Watson's Theory of Human Caring (Watson, 2008) has been
adopted to create this Mayo Clinic Nursing Care Model for nursing. Watson's philosophy
of caring includes factors that promote health and safety of patients, a caring
environment, and a personal approach to interacting with each patient (Wesley,1992).
Empowering nurses to initiate a safe environment for patients while collaborating with a
multidisciplinary team will benefit patients while advancing the profession of nursing.
5
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Nursing Theory
Using Watson's Theory of Human Caring (2008), a nurse implementing a post-
fall huddle is able to promote health and caring by sharing knowledge with an
interdisciplinary team to identify and implement interventions. Nurses that practice
Watson's (2008) Caring Science share a professional foundation of ethical, moral, and
value-guided principals that frame their approach to caring and healing. Watson's theory
using l0 carative factors as the structural core of her theory of caring has recently
evolved further into the Caritas Processes. Some carative factors include the act of
developing a trusting and caring relationship, engaging in educational experiences,
creating a healing environment, and practicing love and kindness within the context of
caring.
Keeping patients safe in the hospital is basic responsibility of the professional
nurse. According to Watson (2008), a caring nurse demonstrates concern for safety at
multiple levels. Nurses use their assessment skills in a variety of ways. The nurse's
concern for patient safety involves an appreciation for developmental and emotional
factors that may contribute to a patient's belief that he or she is safe in his or her
environment. The completion of a fall risk assessment and documentation in the medical
record is merely one nursing assessment. The responsibility of a nurse practicing
Watson's caring theory (2008) will complete routine assessment yet analyze further to
identify any other factors that may contribute to the patient's current risk of falling.
"Safety considerations in the environment are critical needs largely confined to the
professional nurse's domain of assessment and intervention. This Carative Factor
6
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acknowledges the nurse's special and unique role in providing for a safe, supportive, and
protective environment for patients of all levels and all ages" (Watson, 2008, p. 132).
When a patient experiences a fall event, nurses are most often the first to respond
and initiate immediate assessment and interventions. This point-of-care opportunity is
crucial to developing the role of caring healer, the professional nurse. The responsibility
of the nurse will be to care for the patient all while orchestrating the post-fall huddle.
Patients benefit from a collaborative, interdisciplinary team of healthcare providers to
collaborate and assimilate a plan for each individual patient after a fall event, The
patient is the primary focus after a fall event. Surrounding the patient with an
interdisciplinary team of health care professionals committed to keeping a patient safe
after a fall event is depicted in the Post-Fall Interdisciplinary Team Model (Appendix A).
Leadership Theory
Nurse leaders will be responsible for identifying gaps in nursing assessments and
promoting practice improvement to ensure patient safety. The importance of caring is an
integral component of individualized, holistic nursing care. The opportunity for a nurse
leader to create a new approach to the management of post-fall patient events in the
hospital is exciting and necessary. The authentic leader will prepare for this challenge by
encouraging and embracing the multidisciplinary healthcare team to create a new process
together. Nyberg (1989) describes caring as:
An interactive commitment in which the one caring is able, through a strong self-
concept, ordering of life activities, and openness to the needs of others, and the
ability to motivate others, to enact caring behaviors that are directed toward the
-
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growth of the one cared for, be it an individual or group. (Van der Wal & Litt et
Phil, 2002,, p. l8)
An authentic leader benefits by assuring a caring and compassionate relationship occurs
with followers. The ability to inspire leadership at all levels, embrace the entire team,
and display respectful interactions with all exemplifies an authentic transformational
leader. "Transformation can come through innovation- the implementation of a new
idea- of the implementation of old ideas combined in new ways" (Scott & Steinbinder,
2009, p. 336).
Utilizing the components of both Watson's (2008) Caring Model and Authentic
Leadership Model (Shirey 2006) will shape the vision and shared values of the
multidisciplinary approach to fall prevention. People trust leaders who are genuine and
authentic. Chartering the initial project idea requires an authentic nurse leader to include
all necessary disciplines to discuss and achieve consensus on the goals and outcomes of
the new post-fall huddle safety initiative. Authentic leaders need to possess self-
awareness, transparency, ethical decision making skills, and the skill to assimilate data
and information (Riggio, Chaleff, & Lipman-Blumen, 2008). The interdisciplinary team
will encounter challenges and road blocks. An authentic nurse leader will lead through
evidence based practice, effective communication and collaboration. Bennis (2006)
described four essential competencies necessary for assuming the authentic leadership
role: engaging others by creating shared meaning; practicing the use of distinctive voice
derived from purpose, self-confidence, a sense of self and emotional intelligence;
possessing character and integrity, and adapting quickly and easily to change. The skills
of the authentic nurse leader will help improve practice, quality, and safety for patients.
I
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Promoting a safe culture in hospitals utilizing an interdisciplinary team to
implement a post fall discussion with intent to modify a specific patient's plan of care
will benefit patients. An organizational design approach to develop a post-fall
assessment tool to be used by the interdisciplinary team after a fall event has occurred
will standardize the efforts of patient safety initiatives. Using the 'huddle' approach will
improve communication, collaboration, and promote urgency to assure patient safety is a
priority.
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Chapter Two: Review of Relevant Literafure
Nursing stafTcomplete fall risk assessment on patients during hospital admission.
Patients of all ages are at risk for fall while hospitalized. An estimated 2o/oto L5% of all
patients experience at least one fall. Thirty percent of these falls result in injury, and up
lo 6Yo may result in serious injury or death. A strong indicator a patient is at risk for a fall
is the patient's history of previous falls (Halfon, Eggli, Van Melle, & Vagnair,200l).
Bradley, Karani, McGinn and Wisnivesky (2010) found 19% of patients who had fallen
once repeated a fall during the same hospitalization. Identifying patients who have fallen
once during hospitalizatton should magnify the need for an interdisciplinary huddle
approach to ensure the plan of care is modified to prevent fufure fall events. Every
patient fall requires a comprehensive review, even a fall without injury. Use of a post-
fall assessment tool will standardize the approach to care after a fall, involve an
interdisciplinary team, and help determine underlying fall etiology as well as address the
patient's perception of the fall event.
Background
According to the Centers for Disease Control and Prevention (CDC) (2008), falls
are expensive and contribute significantly to increasing health care costs. The CDC cost
estimate for fall injuries in those patients 65 years of age and older will exceed $19
billion, with $0.2 billion spent on fatal falls. Patient falls are the second most frequent
cause of harm in the hospital setting and were identified in 2008 as one of the eight
hospital-acquired conditions that the Centers for Medicare and Medicaid Services (CMS)
will no longer reimburse if found to be acquired during a hospitalization. The intent of
ACTIOhI AFTER A PATIENT FALL lt
this decision by the CMS was to emphasize efforts to promote quality care and efficiency
to reduce fall events (lnouye, Brown, & Tinetti, 2009).
All acute care hospital settings should have a fall prevention program in place for
staff and patients. A review of published professional literature shows an emphasis on
the study of falls occurring in the community and long-term care setting, but studies are
lacking in the acute care hospital setting. Though some studies have investigated falls
during acute care hospitalization, the evidence shows not one lone intervention prevents
the fall event. Some sfudies have structured their fall prevention efforts around
multifactorial interventions to prevent falls (Ganz, Bao, Shekelle, & Rubenstein, 2A0T.
Inclusion of a post-fall assessment tool will encourage an interdisciplinary approach to
fall prevention. Following prompts within the tool, a specific set of interventions to
prevent falls will be created and shared with the patient.
Cultural Context
Key findings published by the Minnesota Department of Health (201 1) reported
the most common causes of falls were related to breakdowns in the fall risk assessment
process: patients were not appropriately identified at high risk, the risk was not
adequately documented or communicated between team members or units, the risk
reduction interventions weren't matched to the patient's individual risk factors, or
identified interventions weren't consistently applied. Other patterns emerging were the
patient's risk associated with bathroom activity, their impaired cognitive status, and/or
their failure to use the call light system and wait for assistance.
Patients within acute care hospital settings are admitted with co-morbidities that
may contribute to the event of a fall. "Age-related changes (stiffer gait and decreased
Augsburg Gollegs UbIqry
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muscle strength), specific diseases (parkinsonism, stroke, arthritis) and deconditioning
contribute to gait disorders and weakness" (Lynn, Newton, & Rae-Grant, 2005). Patients
are in unfamiliar environments while hospitalized. The medications given during a
hospital stay, especially in the post-procedure or post-operative state alter consciousness
and place patient at risk for fall. Given most patients receive some kind of medication;
the awareness factor for the health care team may be de-sensitized as most patients could
be considered a fall risk. Issues surrounding urinary incontinence have also contributed
to patient fall events. The activity of toileting has yet to promote all staff involved in
patient care to have a heightened awareness regarding their patients' risk for fall. Many
institutions are using a 'within arm's reach' during any toileting activity. The nurse
remains within reach of the patient whenever the patient is not sitting in a chair with an
alarm or is in the bathroom (Minnesota Hospital Association, 2010).
According to the 2010 Minnesota Statutes, a safe patient handling program is
required for every licensed health care facility. Included in this statute is a safe patient
handling policy establishing the facility's plan to be in place by 2011. The goal of this
program is to minimize direct care staff s manual lifting of patients and promote safe
handling equipment use instead. A comprehensive training program will require
dedicated staff to formulate educational modules, implementation plans and a systematic
process to sustain the program (Minnesota Department of Health, 201 l).
The availability of the proper assistive equipment on each patient care area is a
concern for many nurses. If the equipment isn't readily available, the opportunity for
staff to utilize this safety measure will be lost. Every patient care unit may have a
different need for specific types of equipment, so it is imperative that proper assessment
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of needed equipment is completed. Assuring that management facilitates the purchase
and maintenance of this needed equipment will increase use by staff and further create a
culrure of fall prevention awareness. Because the use of safe patient handling equipment
is not routinely needed for patients, the barrier for staff to consistently show competence
in using the equipment is a concern. This need for continued assessment of staff nurses'
ability to use the equipment properly will be important for nurse leaders to recogntze.
According to K. Johnson (nurse administrator), "'W'e need to involve patients,
families and the entire interdisciplinary team with the intent of stirring up their affective
domain. The current culture surrounding fall prevention needs to move from simply
being told nurses have to do it to understanding the model of care theory and wanting to
do it for patient safety. Efforts to educate, implement, and diffuse this new culture of
thinking throughout an instirution are necessary to create a culture shift in thinking about
fall prevention" (personal communication, March 9th, 2011;. One example of gaining the
affective emotion of a fall event will be through storytelling and testimonials. Authentic
leaders will need to reach people where they are in their current understanding. These
leaders will need to first uncover the perception of 'what is in it for them' and then move
forward with the culrure of change initiatives around fall prevention.
The Joint Commission (TJC) standards for 2010 now require all hospital staff
interacting with patients receive ongoing fall prevention education. TJC standards
require all accredited organizations to implement a fall prevention program combined
with data evaluation. These program requirements include interventions to decrease risk
of patient falls, staff education and training, patient and family education, individualized
care plan for patient, and an outcome evaluation on the effectiveness of the fall
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prevention program (Bemis-Dougherty & Delaune, 2008). Nurses typically perform the
assessfirent, initiate the care plan, and assume responsibility for educating patients and
families. What previously was a Joint Commission National Patient Safety Goal in 2005
has transitioned into a Joint Commission standard as of 2010 ("Joint Commission
National Patient Safety Goals" 2009). All staff responsibility and accountability for fall
prevention education will help create a comprehensive, interdisciplinary approach to
discussion of fall risk with patients.
Many hospitals developed documentation tools to aid in the standardized
assessment of fall risk. Educational material is used and shared with staff and patients.
Quality monitoring is utilized with the intent of sharing data and improving scores as
necessary based on fall events. The process is automated using assessment tools like the
Hendrich Fall Assessment guide. The Hendrich II Fall Risk Model (Hendrich, 2007) is
intended to be used in the acute care setting to identify adults at risk for falls. This tool is
one of a few validated tools used in a variety of healthcare settings. The intent to keep
patients safe from falls may have been lost and replaced by the belief that placing a
patient on fall risk creates more steps for the nurse
The importance of clinical judgment in combination with the routine assessments
magnifies the need for staff education and training. Nursing staff hear and participate in
this training often yet may become immune to the message. This is not true of the nurses
who have had one of their patients experience a fall. S. Buffington (staff nurse)
described:
As a nurse, I am acutely aware that there is a substantial risk of a patient falling
while obtaining medical care. However, it was not until a patient in my care had a
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significant fall event that I truly gained an understanding of the effects a fall can
have on a patient, a family and a medical institution. This personal experience
has shown me that nurses are truly the first line of defense in preventing falls
from occurring in the hospital. The diligence of the nursing staff to ensure a
patient's needs are met, in addition to an accurate assessment of fall risk, is
invaluable in maintaining a safe environment for hospitalized patients (personal
communication, March 17, 20ll).
Nurses who have experienced a patient fall episode may have a better understanding
based on what the experience has taught them.
A patient's perception of fall risk also needs to be recognized. Nurses primarily
assess and reinforce fall risk. Physicians do not commonly identify or acknowledge that
their patient may be a risk for fall. Others on the interdisciplinary team could play a role
in identifying at-risk patients, yet the culture for them to accomplish this isn't created.
Pharmacists, physical therapists, and others could aide in the education and reinforcement
patients need. This patient safety component isn't built into many cultures of care on
units. Just when a patient may be assessed as a fall risk, dismissal planning requires this
patient to participate in activities of daily living to prepare for discharge. The healthcare
team must become comfortable in the duality needed to ensure safety for patients in the
hospital while preparing them to leave the hospital.
Population of Interest
Nearly every patient admitted to an acute care hospital has a known risk factor for
a fall. The assessment tool or process nursing uses to identify these patients as high risk
is varied. Many of these patients have a temporary increased risk for a fall event due to
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new medicatiou, sedation, post-procedure symptoms or simply because of an unknown
environment. "Falling has no geographic boundary or age criteria, but its greatest impact
is among the elderly" (Gray-Miceli, et al., 2005, p. 16). Since the elderly population is
more at risk, less vigilance may be occurring with younger to middle aged patients. More
education for both staff and patients will need to occur for fall awareness in these
categories.
The dependence of nursing staff on a fall risk assessment tool may replace the
need for nurses to use clinical judgment. A hospital's use of the electronic medical
record has many benefits such as single, consolidated record, capacity for data interfaces
and alerts, and improved interdisciplinary communication (Robles, 2009). It could be
argued that a computer helps nurses have all the information readily available so that
critical thinking can be used more effectively and efficiently. The implementation of
check boxes, drop-down menu selections, and the copy and paste features all pose
potential hindrances to accurate assessment by limiting clinical judgment skills. Trusting
the charting of prior nurses, even on the assessments, is much easier using tools, rather
than creating a summary note or additional care plans (J.T. Smith, personal
communication March 2, 201 I).
An expectation of transparency and data sharing has enabled all staff to begin to
learn about quality and process improvement. The integrity of data related to fall events
is dependent on whether the event was reported. Sammer et al. (2010) listed the act of
learning as a property of a true safety culture. It is necessary to report an event and
understand that the purpose for a thorough assessment of the fall event will lead to
modified care interventions with the intent of keeping patients safe. Also included is the
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evaluation period, which may highlight lessons learned from mistakes and how this
information will be shared with staff to improve. Many leaders fear staff will become
complacent about reporting fall events making the opporfunity to learn from these events
more difficult.
Population Groups of Interest
The purpose of creating and implementing a post-fall assessment tool will benefit
both patient and the interdisciplinary team. The intent of the tool is for use in the acute
care inpatient adult setting. Patients in the medical and general surgical patient care areas
as well as progressive and intensive care areas will benefit from an interdisciplinary
huddle approach to encourage patient safety.
Use of this assessment tool will be associated with the hospital event reporting
process, Data can be generated and future recommendations about the event reporting
process and use of the post-fall assessment tool can be shared throughout the hospital.
Paramount is the intent to share and disseminate fall event data to renew a culture of
safety as lessons are learned.
Conceptual Framework
Nurse leaders play an instrumental role in assuring patient safety. Authentic
leaders are able to influence others using skill and knowledge. The leader has the ability
to guide others while focusing on interpersonal relationships assuring that all feel
empowered to create a solution. Communicating with the interdisciplinary team
promotes trust, collaboration and allows ideas to flow (Utesch,2010). The formation of
an interdisciplinary approach to post-fall assessment is necessary to influence everyone's
responsibility to patient safety. The existing Caritas components of caring that nurses
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possess, coupled with the interdisciplinary expertise of the team, will increase patients'
overall sense of safety and well-being. Melding together the Mayo Model of Nursing
Care (2007), authentic leadership principles, and engaging an interdisciplinary team will
profoundly affect patients' post -fall experience by promoting specific interventions to
keep them safe from a repeat fall.
Theoretical Found ation
The work of Watson shares the evidence that The Model of Caring challenges
nurses to "seek a deeper dimension of their work and calling in their caring and healing
practices" (Watson, 2008, p. 195). A patient in the hospital is at risk for injury based on
existing co-morbidities, environment, and hospital acquired infections. Patients are
dependent on the nurse to maintain and optimize their health through caring. Watson's
caring science theory lists carative factors and Caritas Processes that are the structural
core of the notion of caring for nurses.
The Carative Processes (Watson, 2008) of this theoretical model include the
practice of love and kindness towards self and others. Nurses will have to be self-aware
emotionally and physically to best care for their patients. The care shown to the patient
will need to be authentic and in the moment, doing what is right for the patient at that
given time. For nurses to be introspective while patient focused, the infrastrucfure
around them will need to be supportive and led by other authentic leaders. The carative
model continues to explain that a caring nurse will possess a sense of self-awareness that
goes well beyond any egotistical way of knowing. This nurse will enable the act of
caring because of a solid sense of spirituality and knowing of one's self.
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A trusting relationship will develop due to the patient experiencing the authenticity of the
nurse. The importance of this relationship-building is evident when educating patients
about fall prevention. Together the nurse and patient will build a trusting relationship
and discuss either the risk of a fall or a fall event in a way that is non-threatening with the
intent to protect and care for the patient. These teaching-leaming experiences will
promote a healing environment and lead to patient safety (Watson, 2008). Using
Watson's theory of caring science (2008) within the discussion of fall prevention
challenges nurses to consider their relationship with each patient. Though most patients
are assessed using a fall risk scale, an additional nursing measure needs to be included to
assure understanding of the full risk assessment. Communication with the patient related
to rationale of nursing actions is important. Numerous hospitals are incorporating the
'within arm's reach' intervention, which involves the care giver accompanying the
patient to the bathroom and staying within an arm's reach. According to Watson, a nurse
and a patient share the same physical space with the intention of the nurse to be present to
make sure the patient is experiencing optimal care. This nurse will need to communicate
the intention of keeping the patient safe by staying close to the patient in the bathroom.
The use of intentional conversations related to fall prevention and explanation of
interventions will enable the patient to feel safe (Watson, 2008).
Fall events affect many patients and families and will shape the way nurses react
to any fall prevention initiatives. Watson (2008) further substantiated this reflection:
"What we hold in our heart matters and affects our own evolution and that of humanity
itself'(p. 189). This explains that the ability of knowing and feeling what is right in
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one's heart and following that instinct as a nurse is the essence of fully caring. Past
experiences for nurses lead them to this sense of knowing and guides best practice.
The interdisciplinary huddle represents a group of individuals who will ensure
collaboration and planning to create an intervention to keep a patient safe from a second
fall. Nurses use the huddle approach prior to the start of each shift to create a
collaborative atmosphere for staff. The huddle includes introductions of health care team
members, review of patient's current stafus with goals for the duy, and the projected
outlook for the unit during the shift (Wesley,1992). The same interdisciplinary
approach is used prior to a procedure (universal protocol) or surgery.
A huddle is also formed during interdisciplinary rounding on a patient care unit.
The success of this process depends upon open communication, respect, trust and
accountability. The purpose of a post-fall interdisciplinary huddle is to gather team
members soon after a fall event has occurred. Since the initial fall risk assessment is
presumed to have been completed on admission, any fall event during hospitalization
requires a re-assessment of fall risk. Gathering the interdisciplinary team at this point of
care ensures all participants have the same information and can evaluate what everyone
knows about the patient from their perspectives. This process will include the patient;
while unique, the patient's presence is necessary to coordinate care, ensure safety, and
promote a working relationship that includes the patient.
Tailoring fall prevention interventions for a patient who has experienced a fall
while hospitalized seems logical. Using an organizational approach to evaluate a specific
fall will engage all staff involved in patient care to keep patients safe from a second fall.
Typically after a patient fall, the event is reported and documented using the hospital's
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specific policy. Less common is a standardized post-fall assessment with modification to
the current plan of care. The use of a post-fall assessment tool during an interdisciplinary
huddle is not common in the hospital setting. A common assumption is if a patient falls
once, a second fall is unlikely. Bradley et al. (2010) found that nearly one out of five
patients had a second fall experience during the same hospitalization. This significant
finding validates the post-fall interdisciplinary huddle as a necessary safety measure to
implement. Chaos is created for the patient and staff after a fall event. The responsibility
of the nurse as a vigilant guardian has been challenged. Following a fall, patients may
lose trust in themselves, the hospital staff, and their health may forever be compromised.
Fall prevention in the hospital setting is complex and challenging. The approach
in furthering understanding and improving patient's safety in reference to fall prevention
is dependent on a system's way of thinking. "system thinking allows understanding the
pieces or parts by looking at the whole. It is an understanding of how pieces are
interconnected and how pieces affect the behavior of other pieces" (Holland & Lien,
2001, p. 153). For new ideas to be generated, the nurse must lead the interdisciplinary
team authentically and creatively. Each member of the team will need to create ideas,
empower and support one another, and commit to change.
Literature Review
Identifying prior professional literature related to post-fall assessment was
difficult. Gordon, Wnek, Hasdorff & Ginn (2010) identified a component of the post-fall
assessment that included a post-fall decision guide to address actions to be taken in a
systematic manner after a fall. This guide also offered a framework for a targeted
assessment based on injury and past medical history. This guide was utilized at Bethesda
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North Hospital in Cincinnati, Ohio. The authors were vague whether the tool was
specialty specific or used hospital wide, and no data was shared. The quality
improvement team tlrat created this post-fall decision guide was nurse leaders, nurse
educators, staff nurses, and a quality specialist. The post-fall decision guidelines were in
an algorithm fbrmat and included patient assessment, notification of charge nurse,
specific assessment for head and/or orthopedic injury, communication plan followed by
documentation,, and event reporting.
Absent in this specific post-fall guideline was an interdisciplinary approach. This
new process was initiated by nurses and spread through staff nurses in the acute care
setting, Simultaneously, physicians created a fall intervention order set for patients who
have fallen. Though this could show an interdisciplinary approach for fall awareness, the
peer review failed to mention any collaborative efforts with nurses to create the order set.
A post fall debriefing huddle was implemented in conjunction with the decision
guidelines and order sets. Participants in this huddle were the charge nurse and nursing
staff involved in the care of the patient who had fallen. The interdisciplinary huddle
forms after the patient is assessed as stable, but should occur prior to the end of the shift
in which the patient fell. The purpose of this huddle is to identify factors that contributed
to the fall event and assess factors that can be controlled to reduce the risk of a second
fall. The huddle exercise is documented on a form separate from the post-fall decision
guideline (Gordon, Wenk, Hansdorfl & Ginn, 2010).
The lack of evidence in the literature relating to the importance of an
interdisciplinary approach to safety initiatives for patients was surprising. Numerous
articles on fall prevention were authored by physicians, which failed to mention nursing's
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important role in the assessment and intervention planning for patients at risk for fall.
Similarly, articles nurses wrote failed to embrace physicians or other members of the
interdisciplinary team in efforls to reduce falls.
Summary
Use of a post-fall assessment tool is an opportunity for the interdisciplinary team
to modify interventions to prevent fufure falls using a huddle approach. This
interdisciplinary huddle team will participate in a thorough assessment of the fall, taking
a root cause analysis approach to the event. Together, the risk factors for future falls will
be identified and nursing interventions will be matched against these factors. An
individualized plan of care for fall prevention is created during the huddle. The current
acute care environment is very challenging and requires dedicated teamwork. Authentic
leadership empowers others to be engaged in processes and ultimately patients benefit.
Authentic leadership coupled with the nurse portraying the components of the Mayo
Model of Care (2007) will help create the huddle process keeping the best interest of the
patient in mind. "If we assume that engaged employees contribute positive emotions,
attitudes and behaviors to the workplace, this engagement may result in a sustainable,
healthy work environment that is characterized by positive people, financial and quality
outcomes" (Shirey,2006,p.263). Use of this post-fall assessment tool is an additional
interventional measure using new knowledge and innovation that will validate the nurse's
role and create quality of care for patients.
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Chapter Three: Development of the Project
A multifaceted approach to prevent patients from falling is necessary in an acute
care hospital. Dedicated teamwork is required to assess a patient fall event, modify the
existing plan of care, and implement needed interventions. Neily and Young-Xu (2010)
reported improving teamwork directly contributes to reduced mortality in hospitals.
Their srudy further demonstrated using medical team training, teamwork training, giving
and receiving feedback, and the use of operating room checklists all lead to a safer patient
environment by decreasing mortality rates. Replicating the use of interventions to
increase teamwork and the post fall assessment tool may further the success of preventing
a second fall event forpatients (Neily & Young-Xu,2010). Identifying and encouraging
staff to participate in a post fall huddle requires the expertise of an authentic nursing
leader. The components of the post-fall assessment tool will identify areas that require
further discussion and intervention by the interdisciplinary team with the intent to further
modify the patient's plan of care. Educating members of this team will empower them
to fully understand their important role to enhance patient safety after a fall event. The
authentic nursing leader facilitates the development of this team by engaging team
members to create the post-fall assessment tool and identify expectations of the
interdisciplinary team huddle after a fall event. Expectations of staff nurses to be vigilant
in modifying the patient care plan to reflect specific post-fall interventions will need to be
communicated by the nurse leader and the CNS on the unit. Initially, chart audits may be
necessary to identify the consistent use of this new intervention. The nurse leader will
benefit by offering staff nurses the opporhrnity to share their challenges and ideas to gain
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success in consistent implementation of the modified care plan. The importance of
maintaining a healthy and effective work environment is the responsibility of the nurse
leader. The authentic nurse leader will inspire this effective work environment by
embracing four characteristics for a healthy and effective work place: respect, trust,
collaboration and communication, and encouraging team members to share their thoughts
and feelings (Shirey, 2006). The nurse leader will engage staff by imploring their
thoughts and ideas about the proposed pilot and listen to suggestions for implementation.
Validating and reassuring staff will create a safe environment to share concerns and
achievements as the pilot moves forward.
Interdisciplin ary Team
Creating a new assessment tool for patients after a fall event will require a
collaborative effort of the team. Choosing members for the post-fall interdisciplinary
huddle is an essential first phase. The authentic nurse leader will initiate the process by
inviting various members of the healthcare team: pharmacist, physical therapist,
physician, nurse practitioner/physician assistant, clinical nurse specialist, nurse
manager/supervisor, charge nurse, and staff nurse. Involving the patient and patient's
family in the creation of this post-fall tool will be beneficial. Many hospitals have patient
representation on various patient/family focused care committees to enrich the new
process. Utilizing the Mayo Nursing Care Model Q0A7) as a guide, the staff nurse will
individualtze the patient plan of care. Specific interventions will be included to reduce
patients' risk of falling while hospitalized.
Many challenges emerge for the patient and family after a fall event occurs.
Patient assessments can lead to diagnostic tests and even surgery to treat injuries from a
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fall. The nurse will use keen critical thinking skills and will coordinate the care of this
patient to promote the best outcome. Throughout this process, the care and empathy
shown to both the patient and family member will help re-create trust to assure that a
healing environment surrounds this patient. Watson (2008) shared that every human
being needs autonomy and control over his or her environment. The challenge of tlris
interpersonal need for patients while hospitalized is that they unknowingly put
themselves at risk when they get out of bed alone. Nurses may remind patients to use
their call light and have good intentions of balancing this autonomy with safe patient
care) yet patients still fall. The dynamics that evolve betweeu nurses and patients after a
fall event can be complicated. A caring nurse will recognize the importance of
supporting and encouraging this patient after a fall event. Establishing this patient's risk
for further injury from a fall will place them on a fall risk precaution. The nurse will be
vigilant in sharing and documenting interventions needed to accomplish this for the
patient. lncluding the patient during rounding to remind of the fall risk status will further
emphasize the need to keep the patient in a safe and healing environrnent (Watson, 2008).
Any fall event is a significant safety concern for the hospitalized patient.
Vigilance to ensure a second fall event does not occur includes nursing staff making the
proper assessments and modifications to the plan of care. Nurses will lead the
interdisciplinary team in their response to assure patient safety. Aligning standards to
promote the creation of healthy work environments was first created by the American
Association of Critical-Care Nurses(AACN 2005). Evidence has shown unhealthy work
environments contribute to stress of healthcare workers and contribute to medical errors
and ineffective delivery of care. The AACN has created standards to establish and
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sustain healthy work environments. These standards "support education of all health
professionals to deliver patient-centered care as members of an interdisciplinary team,
emphasizing evidence-based practice, quality improvement approaches, and informatics"
(AACN Standards, 2005, p. 1).
Sharing the proposed idea of the Post-Fall Assessment Tool with the anticipated
members of the interdisciplinary huddle will aide in clarifying rationale and allow each
discipline time to ask questions to gain full support of the initiative. To gain support, the
nurse leader will benefit from sharing relevant fall data and specific patient fall event
scenarios to assist the team in supporting a new fall prevention initiative. Gaining
support from the various team members to participate in a pilot on one nursing unit will
provide a manageable environment for the rehearsal of the interdisciplinary approach
using the assessment tool. The concept of using pilots is common to allow a group to
implement an idea while identifying necessary changes before implementing hospital
wide. Using a pilot concept to initiate change is often appreciated by those involved
because the team involved identifies areas needing improvement. Pilot studies offer a
small-scale rehearsal of the intended implementation project. During a pilot phase,
training and education plans can be tested to allow participants to create a successful
outcome ("Experiment Resources," 201 0).
Sharing evidence that patients are at increased risk for a second fall event will
provide rationale to support this needed safety intervention. Schifalacqua, Costello &
Denman (2009) identified communicating the desired result of an initiative is enhancing
patient safety, increasing quality, and improving outcomes for patients to increase
success of any initiative (Schifalacqua et al., 2009). Clear communication explaining the
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new process for the interdisciplinary team will be essential in encouraging their
cooperation in developing and implementing the tool. Authentic nurse leaders possess
the skill of articulating passion for the given purpose. This leader must fully understand
the purpose and be willing to model the behavior for others while matching their actions
to their spoken word (Shirey, 2006).
After identifying interdisciplinary members to participate in the Post-Fall Huddle,
scheduling structured meetings with a pre-planned agenda will be necessary. Proper
preparation is required for this first meeting. The nurse leader will need to research
relevant data related to patient fall events with particular attention to second fall events
within the hospital. The agenda will include the fall data. The importance of each team
member's role and the contribution each person's interest and expertise will bring to
improving patient safety needs to be communicated to motivate all for the first meeting.
The purpose of the first meeting will be to recognize the unique roles and responsibilities
of each team member, create a project charter, identify project goals, and discuss creation
of the Post-Fall Assessment Tool.
The use of champions may be a change strategy to explore to implement the Post-
Fall Assessment Tool. The pilot unit is a 2417 nursing specialty unit with many staff
involved in the proposed roles of the interdisciplinary team; identifying how each role
learns their responsibilities will be important. Each role represented in the
interdisciplinary huddle will benefit in naming one or more staff to represent their
discipline as champion for this new initiative. The role of the champion would take the
lead by attending the design meetings, facilitate education for their area, communicate
with peers, and assist with the implementation plan of the fall assessment tool and huddle
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process. The goal of each champion will be to motivate others to understand rationale for
the addition of a post-fall assessment tool and to accept the challenge of new processes to
make this tool and huddle successful. Each champion will be responsible to "educate,
advocate, build relationships and navigate boundaries" (So, Berta, & Baker, 2009, p.
r24).
The nurse manager will lead using the theory of authentic leadership. This nurse
leader will guide and lead staff through the process of change by sharing the purpose and
vision with staff. Forming relationships with the interdisciplinary team members
involved will allow the leader to be present and share the collaborative ideas of the team
to create a safe unit environment for patients. An effective work environment includes
"learning organizations, healthy work environments supportive of the whole human
being, joyful workplaces, and patient-focused environments" (Shirey, 2006, p. 258). This
nurse leader will educate potential members of the interdisciplinary team about the
responsibility to assure patients remain safe and are supported by u safe and healthy work
environment. Though specific research was not found related to healthy work
environments and a relationship to fall reduction rates, the importance of the role of
nursing leadership to assume each work unit has the infrastrucfure present to keep
patients safe from injury will promote a positive work environment for all. Disch (as
cited in Shirley,2006) identified the importance of teamwork and community within
healthy work environments and recognizes that all roles within the interdisciplinary team
are responsible to create an atmosphere of quality and safety for patient (Shirley, 2006).
The initial meeting of the interdisciplinary huddle team will discuss the specific
roles and responsibilities of the group. The nurse manager will lead this initiative by
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describing what events brought the group together. As Watson (2008) identified, the
importance of keeping hospitalized patients safe is the basic component of caring,
professional nursing. The nurse leader's responsibility is to advocate for patients' safety
by collaborating with the entire interdisciplinary team to promote safety and quality for
patients.
The role of the staff and charge nurse on the unit will serve as the primary leads
for most patient fall events. The Post-Fall Assessment Tool will be stored on the pilot
unit with the intent for nursing staff to complete following afall event and file for
debriefing review and data collection purposes. The physician, nurse practitioner or
physician assistant role will be important after a fall event for assessment, treatment plan,
and ordering of diagnostic tests. Pharmacists will assist in a thorough review of recent
medications, assessment of lab values, and future medication options based on patient
assessment. Physical therapists will offer expertise on safe patient handling devices and
assist in assessment of environment and mobility issues. The Clinical l.{urse Specialist
(CNS) will provide a broad assessment of the patient's past medical history and current
status. The CNS can lead modification of the patient's care plan and educate the staff
about the changes. The CNS role can further assist in tracking kends and sharing lessons
learned with the unit staff and interdisciplinary team.
The responsibility of the patient and family is important to consider during the
creation phase and after a fall event. Information patients and families provide may
clarify events and perceptions about the actual fall event to assist in creating safety
interuentions for the patient.
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A general contact number for each role of the interdisciplinary team will be
identified. Contact information will be available to the charge nurses and unit secretaries
in the event a post-fall huddle needs to be organized. "systems support and a close
working relationship with agency leadership are pivotal to success in implementing
change. Beyond administrative commitment, there is a need to identify nurse leaders and
champions, physicians, and interdisciplinary leaders within the organization" (Grimes,
Thornell, Clark, & Viney,2007, p. 86).
Post-Fall Assessment Tool
Creating the acfual post-fall assessment tool will require all members of the
interdisciplinary team to work together. A project charter is used to successfully
implement new idea. The charter "explains the purpose, goals and objectives, scope,
strategy of approach key stakeholders, roles and responsibilities, and other important
details for the project. A charter states what is to be done, why, how, by whom and
when, as well as one's role and responsibility for the effort" (Schifalacqua et al., 2009, p.
28). This charter will identify the aim of the project and will be a credible resource for
others to view. The charter will also assist in the diffusion process if the initial fall
assessment tool is considered successful on the pilot unit. The tool will include patient
demographic information and a brief description of the fall event. The patient's fall risk
stafus prior to the fall event identified by either a fall risk score or documented evidence
in the plan of care must be noted. Another key aspect on the tool will be the location of
the fall event, which may assist future initiatives related to fall prevention by describing
where most falls occur.
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The assessment tool is formatted as a check list to ensure each assessment or
intervention has been completed (Appendix B). The charge nurse will assume
responsibility for completion of the post-fall assessment tool and will be guided by
specific role responsibilities listed on each assessment or intervention. It is important that
the nurse encourage all participants to be involved in the huddle at the time of the fall
event. Empowering each discipline to have an opportunity to share insight and
recommendations to care for the patient after the fall event is vital.
The charge nurse will be accountable to review the check list with the entire
interdisciplinary team using the huddle approach. The huddle approach will create a
standard response to a patient fall event within one hour of occuffence. During the
evening and night shifts, the nursing supervisor will be available and assist in notifying
the interdisciplinary team. A draft of the proposed post-fall assessment tool identifies
assessment and interventions needed for the patient after a fall event. The tool includes
an area to document members of the interdisciplinary team involved in the huddle
process. The first draft of the post-fall assessment tool creates an initial document to start
the pilot. Future meetings will include discussion of revising the tool based on feedback
from peers and integrating process improvement ideas.
Implementation PIan
Educating all staff involved in the patient after a fall event will require the
leadership of the original members of the interdisciplinary team. Each discipline will
have a champion/super-user to disseminate the post-fall assessment pilot information. A
nurse educator would assist in the creation of a power point presentation that could be
accessed easily by team members to receive education about their role. Using this power
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point, an educational presentation could be given at staff meetings, specific practice
meetings, and/or one on one educational session. Staff not present for scheduled
education would be expected to view the power point or flip chart on their own and
document completion of the content. Assuring the physicians/nurse
practitioners/physician assistants receive tlre content may be more challenging because of
the number of staff providing care on the unit. A memo with the information would be
helpful to communicate the intent and responsibility to this group. Just- in- time
education may also be an option with these groups. The charge nurse can assume
responsibility to guide thern through the process once a fall event occurs.
When the education is complete, the unit is ready to implement the new process.
Copies of the post-fall assessment tool are kept near the charge nurse's desk area. After a
fall event occurs, the staff nurse will first assure that the patient's physical and emotional
needs are met and will be assisted by other nurses on the team. This is a sensitive time
for the patient and the nurses' caring response will be essential in regaining trust and self-
worth for the patient. Patients' basic routines are disrupted while hospitalized, which can
create frustration and embarrassment that one is dependent on another for assistance.
"The nurse enters into the need of this patient with a Caratis Consciousness that holds the
other and his or her need with the utmost dignity and respect" (Watson, 2008, p. 155).
This initial assessment will be completed using therapeutic communication skills,
Appropriate interventions will be initiated to ensure patient safety. This may involve
notifying the physician to immediately evaluate the patient so proper tests can be ordered.
The charge nurse will notify the unit secretary to begin a calling tree to alert each role of
the interdisciplinary team that a fall event has occurred.
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The skill set and comfort level of each interdisciplinary team member will be
varied during the initial stages of the pilot. Clear communication throughout the process
of a post-fall event will assist all in following the designed steps of the post-fall
assessment tool process. ln most cases, the charge nurse will take the lead to assure all
nrembers understand their role and guide them in completion of the checklist on the
assessrnent tool. Frankel, Gandhi and Bates (2003) suggested briefings, which are short
discussions at the beginning of any procedure. The intent is to create the expectations of
the goal the team is trying to ascertain and empower each role to share and provide
expertise. The debriefing at the end of the procedure to discuss whether the process
worked to its fulI potential is equally as important (Frankel et al., 2003). Using briefings
and debriefings during the interdisciplinary huddle process after a fall event will allow
the team to analyze and create an atmosphere to consistently improve the process.
The nurse leader will assume the primary responsibility of collating the post-fall
assessment forms and interdisciplinary huddle outcomes after each event. Nurse leaders
must be "proficient in communication and relentless in pursuing and fostering true
collaboration" (AACN Standards, 2005, p.3-4). A debriefing document will be created
and sent via email to each respective member who was present at the huddle. The form
will allow each discipline to provide honest feedback about the process as well as
suggestions for fufure post-fall assessment and huddle. The nurse leader may need to
notify each member by phone or in person to share thoughts on the process to expedite
feedback. The authentic nurse leader will encourage team members to "embrace true
collaboration, corlmunicate and demonstrate competence in his or her role and
responsibilities (AACN Standards,,2005, p.4). Watson (2008) asserted that "forming a
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caring-healing environment allows for incorporating and honoring the diverse yet shared
knowledge, skills, and values each profession and practitioner brings to patient's through
care" (p. 97). Authentic leadership allows the nurse to provide an opporfunity for others
to share ideas without fear of criticism. The intent of assimilating this debriefing
information will offer suggestions to improving the process while the pilot is underway.
The Institute for Healthcare Improvement (lHI) (2008) has developed a Model for
Improvement which offers a model to accelerate any change or improvement process.
Utilizing a Plan-Do-Study-Act (PDSA) cycle will help the nurse leader to specifically
create cycles of change during a new process like the post-fall assessment tool
implementation ("Institute for Healthcare Improvement," n.d.). The benefit of using
PDSA cycles is that each'test of change'is done in real time with the intention that if
one idea isn't successful, another can be tried immediately. Another reason to utilize the
PDSA cycle is the value of evaluating which specific change will work in the actual work
unit environment. This type of improvement method allows a group to act on feedback
and lessons learned immediately rather than waiting. The PDSA cycle allows the
interdisciplinary team to refine the assessment tool as necessary and improve the process
of the huddle after a patient falls. Numerous cycles of change may be necessary before
the team feels the pilot process is ready for diffusion to other units. Refining the changes
necessary before implementing it on a broad scale may be a tedious, but is a necessary
process for improvement. The nurse leader will need to be available and open to all ideas
proposed by the interdisciplinary huddle team. Creating numerous changes to the
existing implementation process will be challenging yet the authentic leader will
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consistently share the vision of keeping patients safe after a fall through excellent
communication skills and the ability to collaborate with other disciplines.
Barriers to Implementation
The challenges for successful implementation of a post-fall assessment tool using
the interdisciplinary huddle approach will be identified throughout the pilot phase. One
area of concern is the timeframe allowed for gathering the interdisciplinary team on the
unit. An expectation that all involved would be able to arrive on the unit within one hour
of the fall event may be unreasonable. Depending on the patient's injury, some patients
may not be on the unit at that time because of an ordered test or procedure. Some of the
initial briefings could be accomplished, yet the full intended process requires the patient
to be present.
Another barrier is the range of expertise in the interdisciplinary roles involved.
Though all will receive the same information about the implementation plan, the skill sets
of each member may be varied. Using PDSA cycles as constant interventions to change
the process requires staff to be supportive of change. Though most of these are small
changes, assuring all involved are aware of the frequent modifications will be difficult
during this pilot phase.
The Post-Fall Assessment Tool is a paper form, which can be challenging for
those regularly using the Electronic Medical Record (EMR). Using paper limits the
ability for others to view in real-time and limits accessibility for others. Every patient fall
event can be significant yet some patient falls are minor and have not in the past required
follow-up by the interdisciplinary team.
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Another barrier is the perception that the post-fall assessment tool need not be
used if no patient injury results from the fall. If this emerges as a concem, the pilot is at
risk for failure because each unit cannot decide which event warrants a post-fall
assessment huddle.
Summary
The creation of a Post-Fall Assessment Tool requires the involvement of an
interdisciplinary team. The authentic nurse leader will empower this team to create a tool
to be used with the intention of keeping the patient safe from a second fall event. Part of
the pilot process is the gathering of each interdisciplinary team member on the unit to
collaborate to initiate interventions and modify the care plan for the patient. Involving
the patient and family in the discussion of the plan of care during this process will create
a caring environment and regain trust in their caregivers after a fall event. The
implementation plan to roll out the Post-Fall Assessment Tool using an interdisciplinary
huddle approach will be consistently evaluated by creating opporfunities for those
involved to provide feedback. The nurse leader will communicate improvements to the
pilot phase as lessons are learned from the introduction of PDSA cycles identifying small
tests of change that the team evaluates for their effectiveness. Implementing these
improvement ideas and testing them for their success during pilot phase will benefit the
process for furure implementation plans throughout the hospital. Nurses are guided by
the ability to care deeply for their patients. Watson (2008) believed that nurses need to
appreciate the various developmental and emotional factors that may affect the patient's
perception of feeling safe while hospitahzed. Some elderly patients may be afraid to
answer whether they have fallen previously for fear that their independence is
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jeopardized after discharge. Others may not understand the full impact of a patient fall
event in the hospital setting and prefer not to ask for help. The caring nurse will take
extra time to ensure that the patient's environment is saf-e (Watson, 2008). Utilization of
this post-fall assessment tool using an interdisciplinary approach will guide the nurse in
assuring that the patient is the primary focus and keeping them safe is a responsibility and
privilege.
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Chapter 4: Project Evaluation
Implementation of a post-fall assessment tool using an interdisciplinary huddle
after a fall event requires a collaborative effort and nursing leadership. Empowering all
team members to share expertise, offer suggestions for improvement, and evaluate the
process throughout the pilot phase will aide in diffusion to other hospital units. The
intent of the new tool and huddle approach is to increase awareness surrounding the
patients risk for a second fall event. One goal of the huddle process is to provide clear
communication and coll aborati on between interdisciplinary roles while coordinating
assessment and interventions to keep patient's safe. The nursing staff has a major role in
modifying the nursing care plan and communicating the new status of a fall risk with the
patient, family and healthcare team.
Evaluation Strategies
Evaluating the success of a post-fall assessment tool and interdisciplinary huddle
will require the expertise of the nurse leader. Success of the assessment and huddle
process using the completed post-fall assessment tools coupled with the quality data
identifying fall rates for the unit, the nurse leader can quantify the number of falls and
determine whether the tool was used. Participation of interdisciplinary team members
will be documented on the assessment tool which will allow the nurse leader to evaluate
involvement of each discipline. This information will be helpful when discussing success
or challenges of the interdisciplinary approach to fall prevention. The nurse leader will
discuss ideas with the various unit based committees and will collaborate to create audit
tools. Empowering others to be involved in the evaluation process will engage staff and
enable peers to collaborate to share feedback and ideas. Evaluating the process using a
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simple chart audit will help to ascertain if the patient was a fall risk, required diagnostic
testing, surgery, was re-educated about fall risk after the event, or had added
interventions to reduce risk of falling. An idea to consider is to engage each role within
the interdisciplinary team to audit their areas contribution to the post-fall assessment. It
will be important to identify opportunities for improvement and celebrate success.
The impact of implementing a post-fall assessment tool will validate the
importance of following a standardized process to keep patients safe from a second fall.
The aim of educating the entire interdisciplinary team about the new post fall huddle
process is to enhance support of the process by identifying the evidence to warrant a
change in practice. As Watson (2008) teaches:
Evidence takes many forms and there is a difference between data and
information, knowledge, understanding, and wisdom. Information is not the same
as knowledge: and knowledge alone without reflection, processing, and
integration into specific and complex situations is not wisdom. Having
information related to evidence, without translating that information into
knowledge associated with the complexity of human life and current world
situations is not necessarily useful. A wise Caritas practitioner seeks to integrate
necessary "evidence" at multiple levels with the wise clinical judgrnent necessary
for addressing individual people with individual life stories and circumstances:
integrating practitioner and person-patient-family.(p. I 12)
Role of the Authentic Leader
As the post-fall assessment tool and huddle process are utilized, the impact on the
patient and unit overall will be recognized. The patient will benefit from an authentic
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nurse leader facilitating a collaborative effort to assure all necessary interventions take
place. The presence of this leader will help to define the purpose of the new intervention
and motivate the entire interdisciplinary team to work together in keeping the patient
safe. Authentic leaders possess skill in encouraging and guiding others by focusing on
building relationships and empowering the interdisciplinary team to provide feedback to
improve the process. As the new ideas are generated and implemented within the
process, this leader will ensure the entire interdisciplinary team celebrates the
accomplishments (Utesch, 2010). The collaborative effort will combine expertise to
assess modifications in care and identify specific interventions to prevent the patient from
a second fall. The huddle approach after a fall event will require the leadership of the
nurse and the expectation all interdisciplinary team members be engaged and share
expertise. The successful huddle is a process that may need to develop over time.
An added responsibility for the authentic leader will be to facilitate discussion
and debrief each post-fall huddle process and communicate suggestions to the nurse
manager for further process improvement. Though this interdisciplinary team has often
worked parallel to one another providing patient care, this process requires each
participant to collaborate and communicate to assure the best plan is established for the
patient. Creation of this process will promote teamwork within the unit and create an
environment to promote patient safety. The unit will benefit from an overall increased
awareness about fall prevention strategies and enhance the accountability of all members
of the interdisciplinary team.
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Analysis of Process
Utilization of a huddle format is often referred to as a *'meeting-that-is-not-a-
meeting" and emphasizes that every person involved has an equal voice and all involved
are expected to listen and learn from one another. Cooper and Meara (20A2) discuss the
huddle process: "unlike many communication and team-building programs that are one-
time events that often return marginal long-term results, this process by its very nature
promotes communication, collaboration, focus, speed, and results" ( p.15). While
literature addressed many fall prevention strategies, published literafure emphasizing care
of the patient after a fall event has occurred is lacking. The post-fall assessment tool and
interdisciplinary huddle provides a strucfured process to assess and modify interventions
in the plan of care. This process also identifies a proactive approach using multiple
disciplines to heighten fall prevention strategies and promote patient safety on the unit.
A component of the Institute for Healthcare Improvement (IHI) model for
improvement is the use of Plan-Do-Study-Act (PDSA) cycles to test and implement
changes while in the real work setting. The intent of a PDSA cycle is "testing a change"
by planning it, implementing the new idea, observing the results, and then acting on what
was learned ("Institute for Healthcare Improvement," n.d.). Identifying an atea of the
assessment tool and/or the huddle process that requires improvement is the initial step.
The nurse manager will take recommendations from the interdisciplinary team and
facilitate small PDSA cycles to implement new changes. Some of these changes will be
successful and stay within the process while others will be tried and proven unsuccessful.
The need for the entire group to collaborate and communicate honestly will be crucial.
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The initial step in evaluation requires the nurse leader to extract fall event data in
the previous six months prior to implementation of the new process. Identifying the
patient fall rate on the unit and categorizing each fall event based on patient
demographics will contribute to future comparisons of data. Data extraction of patients'
age, gender, physician service, medications, mental status and location of fall event will
assist in evaluating the pre and post implementation of fall assessment and huddle. An
evaluation of the specific fall event data mentioned previously will be done six month
after the implementation of the post-fall assessment and interdisciplinary huddle process.
Data analysis will reveal whether the new fall prevention initiative has contributed to fall
prevention and whether diffusion of the process should occur.
The nurse leader may use a variety of tools to gather feedback about the process
from the end-users, An electronic survey can be used once patient identifiers are
removed, to gain insight from participants following a completed post-fall assessment
and huddle process. Using this feedback to establish new PDSA cycles will assist in
showing the interdisciplinary team that their suggestions are valuable and necessary to
improve the process to keep the patient safe. Another method to evaluate success is to
interview the patient and family about their perceptions of the events surrounding the fall
and identify areas that can further enhance safety for this patient. The authentic nurse
leader may find value in organizing a monthly meeting to discuss each individual fall
event with the intention of debriefing and gathering ideas during the interaction between
members of the interdisciplinary team. Including the specific managers/supervisors of
each interdisciplinary role in this monthly meeting will encourage a broad discussion and
will assist in diffusion of the new process for the future.
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According to the Institute for Healthcare Improvement (n.d.), "Effective teams
include members representing three different kinds of expertise within the organization:
system leadership, technical expertise, and day-to-day leadership. All three areas should
be represented in order to drive improvement successfully" ("lnstitute for Healthcare
Improvement," para. 5). In the case of the post-fall assessment tool and interdisciplinary
huddle after a fall event, the nurse manager would serve as the system leadership; all
other disciplines would provide the technical support and the charge nurse would be
responsible for the day-to-day leadership. Analysis of the effectiveness of each member
of the interdisciplinary team will be ongoing and the ultimate responsibility of the
authentic nurse leader.
Anticipated contributions to successful implementation include an increase in fall
prevention awareness and a decrease in falls. The nurse has a unique role in assuring the
patient has a safe, supportive and protective environment to heal (Watson, 2008). The
nurse will advocate for each patient individually and initiate a modified plan of care for a
patient after a fall event. V/ith increased fall prevention awareness on the unit, the
culture surrounding patient safety will be improved. Members of the interdisciplinary
team will begin discussing fall prevention openly, perhaps even prior to a patient fall
event. Purposeful discussions about a patient's risk for fall will begin during
interdisciplinary rounding, nurse-to-nurse share rounds and dismissal rounds. The patient
and family will have a heightened awareness of the risk for falling while hospitalized due
to the increased discussion in the presence of the patient and family.
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Summary
The authentic nurse leader will be instrumental in facilitating practice
improvemeut initiatives that will keep patients safe from harm. Evaluating the post-fall
assessment and interdisciplinary huddle will be on-going. Embedding a process change
in a hospital requires leaders to "enable employees to take ownership of the new process
and integrate and apply the initiative the way day-to-day work is done" (Roberto &
Levesque,2005, p. 59). Evaluating the success of any new initiative promoting patient
safety will require a critique of implementation plans, process improvement, and quality
data. The authentic leader will establish relationships with the interdisciplinary team by
forming an interactive team based on trust and accountability of the entire team. Work to
continually improve the process will require the interdisciplinary team to identify and
implement small'tests of change'which supports the trial of new ideas. Developing a
specific post-fall assessment process using this team approach will likely increase the
accountability of each employee in keeping patients safe from a fall event in the hospital.
The desired outcome of quality data to reflect a decrease in fall events on the unit will
encourage the nurse leader to publish the evidence and increase awareness surrounding
post-fall assessment which has been lacking in current literature. A successful evaluation
period will produce an efficient and effective post-fall assessment tool that can be
diffused to other patient care units promoting fall prevention.
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Chapter 5: Conclusion
Implications for Nurse Leaders
Development and implementation of the post-fall assessment tool using an
interdisciplinary huddle approach provides hospitals with an additional intervention to
increase patient safety. This project will benefit from the guidance of an authentic nurse
leader. This nurse leader utilizes the principles of authentic leadership and instills
vigilance in keeping patients safe using Watson's (2008) Model of Human Caring. The
authentic nurse leader has the skill and responsibility to collaborate with the entire
interdisciplinary team to ensure components of the process are comprehensively reflected
in the assessment tool and huddle event. This leader will encourage and empower the
interdisciplinary team to work together to assume full responsibility for keeping the
hospitalized patient safe.
Implications for Patients
Increasing awareness of fall prevention initiatives in the hospital setting will
promote patient safety, Implementing a new process to prevent falls will require
standardized assessment tools and a collaborative approach to assure safety interventions
are implemented. Communication between the healthcare team and patients and families
will be enhanced and will contribute to the safe hospital environment the patient expects.
Patients and families will be educated on the numerous safety factors affecting their
hospital stay. Intentional conversations will be held with patient and family to assure
they understand their role in ensuring their own safety while hospitalized. Education
about the effects of medication, use of assistive devices, and importance of using the call
light and asking for assistance will contribute to preventing falls. Clear expectations to
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include patients of all ages will need to be emphasized. There may be a bias to exclude
younger or middle aged patients from the process yet patients of all ages are known to be
a fall risk. The post-fall assessment tool and interdisciplinary huddle will provide an
intervention to reduce the event of a subsequent fall in the hospital. Nurses, as vigilant
guardians, will partner with the patient and family as part of their responsibility to keep
patients safe throughout their hospitalization.
Lessons Learned
Successful implementation and sustainment of a new process like the post-fall
assessment and interdisciplinary huddle will depend largely on the abilities of the
authentic nurse leader. This leader has the responsibility to convey purpose for a practice
improvement initiative to the entire interdisciplinary team. The ability to empower
others, listen, and communicate key messages to the team will aide in facilitating a
successful implementation plan. Building relationships with other disciplines and
consistently sharing the vision of fall prevention with the team will ultimately benefit the
patient. Challenges are met with respectful, clear communication while consistently
maintaining a positive attitude. This leader must have a deep passion for the practice
change and a willingness to mentor others.
Discovering that each discipline has a unique role in contributing ideas about fall
prevention initiatives is empowering. The nurse leader is surrounded by passionate,
competent staff that are equally invested in patient safety. The challenge for this
interdisciplinary team is to weave patient safety and fall prevention throughout episodes
of care for each patient. Communication about fall prevention needs to be intentional,
pervasive, and direct to create a culture of patient safety on the unit.
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Next Steps
When evaluation of the tool and huddle process are examined and deemed
successful it will be necessary to discuss plans for diffusion to other units. This fall
prevention initiative involves numerous hospital disciplines. It will be imperative that the
nurse leader encourage this team to affectively relay the impact and importance that each
role represents. The nurse leader will be required to present the new practice initiative at
specific practice committees throughout the hospital. This may require the nurse leader
to collaborate with other roles within the hospital and encourage their participation in the
new fall prevention intervention. Thoughtful consideration must be given to the
education plan for staff to ensure engagement in the new process. Delegating the
education plan to nurse educators will assist in diffusion by assuring all staff is
competent.
Expansion Ideas
Future applications of this fall prevention initiative may benefit from in situ
simulation. This type of training would contribute to the strategies used to develop an
effective interdisciplinary team. "Simulation recreates, as closely as possible, the real-
world environment, equipment, and psychological reality for the participants" (Miller,
Riley, Davis & Hansen,2008, p.106). Each unit wouldbe able to recognize the need for
their team to be involved in the in situ training. An outcome of this interdisciplinary
training tool will be to identify areas to improve and share the learned experience with
the team.
The creation of the post-fall assessment and interdisciplinary huddle introduced
the concept of creating a pre-fall assessment tool. During interdisciplinary rounding, a
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pre-fall assessment tool could be utilized for each patient considered a fall risk prior to a
fall event. The responsibility of each interdisciplinary team member to share their
expertise in creating unique fall prevention interventions would be expected.
Both expansion ideas require the expertise of an authentic nurse leader.
Encouraging other disciplines to participate in fall prevention initiatives will encourage
teamwork that elevates the quality of patient care.
Future Research
Little research has been published on the impact of an interdisciplinary huddle
approach either before or after a patient fall. Literature reviews are abundant for the pre-
fall assessments yet do not include the interdisciplinary team approach. Future studies
related to the interdisciplinary approach in fall prevention initiatives would broaden
awareness and increase quality and safety initiatives in hospital settings. Another area to
srudy is the use of a post-fall assessment tool to expedite the modification of a patient's
plan of care to determine if use of the tool decreases the incidence of a second fall event.
Literature reviews include numerous sfudies on fall prevention initiatives
benefitting the elderly patient. Future research is warranted to include the hospitalized
patient of all ages, especially the younger and middle aged. Though this population may
not have the same underlying risk for injury factors, the risk of falling while hospitalized
exists based on medication, sedation and limited mobility. Insights after intense literature
review show that numerous articles are written by physicians and not nurses. Nurses
primarily assume responsibility as vigilant patient guardians and need to share their
knowledge from experience with other members of the interdisciplinary team. The
absence of literature related to an interdisciplinary approach to fall prevention motivates
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the nursing profession to lead authentically and share research that will ensure patients
are safe in the hospital. Nurses must be challenged to conduct research to determine the
effectiveness of the post-fall assessment tool and the interdisciplinary post fall huddle to
provide needed evidence upon which to base future nursing interventions.
Summary
Ensuring patient safety in the hospital requires a multifaceted approach by the
entire interdisciplinary team. The role of the authentic nurse leader is essential to reduce
patient fall events in the hospital sening by developing and implementing a post-fall
assessment tool utilizing an interdisciplinary huddle approach. As vigilant guardians,
nurses have the responsibility to create safer environments for patients. The ability to
measure and analyze data with the intent to improve outcomes for patients is facilitated
by the nurse leader. Sharing areas of improvement and celebrating success will motivate
all members of the healthcare team to individually embrace their responsibility to prevent
patient falls
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Patient:
Appendix B
Post-Fall Assess ment J-ool
Clinic/ID #
Age_ Iliagnosis:
Dutei'l-intci I-osntion of I,'all Event:
Prer-f'all risk statusiScore:
Brief Description of Fall livent:
:\ S S Fl S S i\'I IL r{ T"r' {}O Ir..._C H t', tl K l, I S T' :
Asscssilent of'Paticnt (nurse. tirerapist or other)
a. \ritals Signs
b. Pain
c. Signs ol Hcad Trauma - if yes, nellro checks initiated
d. Clotting Disorders - review labs
e. Hx of Ostc'oporosis - monitor for pain
Notiflcation of Post-Fall I-luddle members to repofi to unit (Unit Secretary can assist)
Intcn,iov rvith patient ancl/or {anrily aboLrt fail event (nurse, physician/NP/PA or other)
SBAR communication to Post-Fall Huddle members (nurse)
a^ Pharrnacist revicr,r,s medications
b. PhysiciarvNPlPA evaluation/review of medicationsilab resultsilocalized
pain
Appropriate iliagnostic tests ordered (pirysician/NPiPA)
a. I"{cad Ct. X-Ray, Lab Tests, Medication reviel+.rvith modiflcations
- -- - f:vent l,inc Notificri {nurse)
Family notii.ieci ( nurse)
Enr,ironrnental Saf'ety Assessment (Pliysical Therapist)
Docurnent in thc EMIt and lvloilify Care Plan
l)esignate Patient a Fall ltisk
a. Cotnmuuicate Fall Risk status on nurse to nurse and interdisciplinary
rouncls.
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